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254-1 COMMISSIONEROF INSURANCE Ins 9.01

Chapter Ins 9
DEFINED NETWORK PLANS

Subchapter| — Definitions Subchapter 1l — Market Conduct Standards for Defined Network Plans

Ins 9.01  Definitions. Ins 9.20  Scope.
Subchapter Il — Financial Standards for Health Maintenance Organizations ~ Ins 9.21  Limited exemptions.
or Limited Service Health Organizations Ins 9.25  Preferred provider plan same service provisions.
Ins 9.02  Purpose. Ins 9.26  Preferred provider plan subject to defined network plan regulations.
Ins 9.03  Scope. Ins 9.27  Preferred provider plan requirements.
Ins 9.04  Financial requirements. Ins 9.30  Group and blanket health insurers compliance.
Ins 9.05 Business plan. Ins 9.31  Annual certification of access standards.
Ins 9.06  Changes in the business plan. Ins 9.32  Defined network plan requirements.
Ins 9.07  Copies of provider agreements. Ins 9.33  Enrollee election of nonparticipating provider reimbursement.
Ins 9.08  Other reporting requirements. Ins 9.35  Continuity of care.
Ins 9.09  Notice of election and termination of hold harmless. Ins 9.36  Gag clauses.
Ins 9.10  Receivables from &fiates. Ins 9.37  Notice requirements.
Ins 9.1 Receivables from Individual Practice Association &1pP Ins 9.38  Policy and certificate language requirements.
Ins 9.12  Incidental or immaterial indemnity business in health maintenancéns 9.39  Disenroliment.
organizations. Ins 9.40  Required quality assurance and remedial action plans.
Ins9.13  Summary. Ins 9.41  Right of the commissioner to request OCI complaints be handled as
Ins 9.14  Nondomestic HMO. grievances.
Ins 9.15  Time period. Ins9.42  Compliance program requirements.

Note: The revisions to ch. Ins 9 that a effective March 1, 2006, apply to
newly issued policies or certificates of insurance on or after January 1, 20Ghd
to policies renewed on or after January 1, 2008.

(9) “Hospital emegency facility” means any hospital facility
that offers servicesfor emegency medical conditions as
describedn s. 632.851) (a), Stats., within its capability to do so
andin accordance with s. HFS 124.24 tbe licensure require
mentsof the jurisdiction in which the hospital resides.

Ins 9.01 Definitions. (9m) “Intermediateentity” means a provider network, a pro
of applying ch. 609, Stats.: vider association, a provider leasing arrangement or gihefar

(1) “Acceptableletter of credit” means a clean, unconditionalgntity that contracts with providers for the rendering of health care
irrevocabléletter of credit issued by ai¥¢onsin bank or any other servicesjtems or supplies to enrollees of a defined network plan,
financial institution acceptable to the commissioner which renewteferredprovider plan or limited scope plan and also contracts
on an annual basfer a 3—year term unless written notice of nonwith the insurer déring a defined network plan, preferred pro
renewalis given to the commissioner and the limited servicéder plan or limited scope plan.
healthorganization at least 60 days prior to the renewal date.  (10) “|PA” or “individual practice association” has the mean

(2) “Commissioner'means the “commissioner of insuranceing provided under s. 600.03 (23g), Stats.

(3) “Complaint” means any expression of dissatisfactionealthcare plan that provides limited—scope deatalision bene
expressedo an insureby an enrollee, or an enrolleeiuthorized fits under a separate poligertificate or contract of insurance in
representativeabout the insurer or its participating providers. accordancenith s. 632.745 (1) (b) 9., Stats.

(3m) “Defined network plan” has the meaning provided (11) “Limited service health ganization” means #ealth
unders. 609.01 (1b), Stats., and includetect policies, Medicare careplan as defined in s. 609.01 (3), Stats.

Select policy as defined & Ins 3.39 (30) (b) 4., and health benefit
plansthat contract for use of participating providers.

Subchapter| — Definitions

In this chapterand for thepurposes

(13) “OCI complaint” means any written complaneiceived

; . . y ; by the ofice of the commissioner of insurance byon behalf of,
(4) "Expeditedgrievance” means a grievance where the-stag, enrollee of an insurer fefring a defined network or limited
dardresolution process may include any of the following: scopeplan.

(a) Serious jeopardy to the life or health of the enrollee or the (14) “Office” means the “dice of the commissioner of insur
ability of the enrollee to regain maximum function. ance.”

(b) In the opinion of a physician with knowledge of the enroll
ee'smedical condition, would subject the enrollee to severe p
that cannot badequately managed without the care or treatm

thatis the subject of the grievance.

(c) lItis determined to be axpedited grievance by a physicia

with knowledge of the enrolleemedical condition.

(5) “Grievance”means any dissatisfactiavith the provision
of services or claims practices of an insurérafg a defined net

. (14m) “Participating” has the meaning provided under

2?129.01(3@, Stats., and includesaovider as being under con

ractwith the insurer when the providisrunder contract with an
intermediatesntity.

(15) “Preferred provider plan” has the meaningrovided
unders. 609.01 (4), Stats.

(16) “Primary provider” has the meaning provided under

n

work or limited scopelan, or administration of a defined network809.01(5), Stats.

or limited scope plan, that is expressed in writing to the ingyrer

or on behalf of, an enrollee.

(17) “Silent provider network” means one or more participat
ing providers that provide services covered under a defined net

(6) “Health benefit plan” has the meaning provided under &ork plan where all of the following apply:

632.745(11), Stats.

(a) Theinsurer does not include any incentives or penalties in

(7) “HMO” or “health maintenance ganization” means a thedefined network plan related to utilization or failure to utilize

healthcare plan as defined in s. 609.01 (2), Stats.

(8) “Health maintenancerganization insurer” has the mean

ing provided under s. 600.03 (23c), Stats.

the provider

(b) The only direct or indirect compensation arrangement the
insurerhas with the provider provides for compensation that is:
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Ins 9.01 WISCONSINADMINISTRATIVE CODE 254-2

1. On a fee for service basis and not on a risk sharing bas@nceorganization ofdimited service health ganization busi
including, but not limited to, capitation, withholds, global bud nessexcept for a health maintenancgamization insurer or an

gets,or taget expected expenses or claims; insurerlicensecto write only limited service healthganization
2. The compensation arrangement providesémnpensation businessis subject to s. Ins 51.80.
thatis not less than 80% of the provitkeusual fee or chge. (b) A health maintenanceganization insurer shathaintain

(c) Theinsurerin any arrangement described undet (i@; acompulsory surplus as follows, or a greater amount required by
requiresthat the reduction in fees will be applieith respect to orderof the commissioner: the greater of $750,000 caranunt
costsharing portions of expenses incurred under the defined regualto the sum of:
work plan to the extent the provider submits the claim directly to 1. 10% of premiums earned in the previous 12 months fer pol

theinsurer icies that include coverages that are considered dtiseirance
(d) The provider i_s natiirectly or indirectly managed, owned,businessunder s. 609.03 (3) (a) 3., Stats., plus;
or employed by the insurer 2. 3% of other premiums earned in the previous 12 months

(e) The insurer does not disclose, market, advertise, proviekkceptthat if the percentage of the liabilities of the health mainte
a telephone service or number relating to, or include in policpanceorganization insurer that are covered liabilities is less than
holderor enrollee material information relating to, the availabilitp0%, 6% of other premiums earned in the previous 12 months.

of the compensation arrangement described undeftpaor the  (c) Each insurelicensed to write only limited service health
namesor addresses of the provider or an entity that maintainggyanizatiorbusiness shall maintain a compulsory surplus te pro
compensatiorrrangement described under. (¢, except tdhe  vide security against contingencies thaeef its financial posi
extentrequired by law in processing of explanatiorbehefits.  tion but which are not fully covered by provider contrairtsot
Theinsurer may not indirectly cause or permit a prohibited disclgency insurance, reinsurance, or other forms of financial
sureand may not make arsyich disclosure in the course of utiiza guarantees The compulsory surplus shall be the greater of 3% of
tion review or pre—authorization functions. the premiums earned by the limited service healjanization in

History: Cr. Register February2000, No. 530, & 3-1-00; correction in (12) i
madeunder s. 13.93 (2m) (B), Stats., Register February 2006 No. 602; CR 05—0555:he previous 12 months, or $75,000.

renum.(12) to be (3m), am. (3), (3m), (5), (13), (17) (a) and (cY9en), (10m)and (d) The commissioner magccept a deposit of securities of let
(14m)Register February 2006 No. 602, &-1-06. ter of credit with thesame terms and conditions as required under
. . sub.(3) to satisfy the compulsory surplus requirement if the lim
_Subchapterll — Flna_nual Sta_nd_ards for I_-|ea|th ited service health ganization demonstrates to the satisfaction of
Maintenance Organizations or Limited Service Health  the commissioner that it does not retain any risk of financial loss
Organizations because all risk of loss has beeansferredo providers through

provideragreements. The commissioner ray order require
Ins 9.02 Purpose. This subchapter establishes financiah higher or lower compulsorsurplus or may establish additional
standarddor healthmaintenance ganizations and limited ser factors for determining the amounof compulsory surplus
vice health oganizations doing business inidsbnsin. These requiredfor a particular limited service healthganization.
requirementsare in addition to any othetatutory or administra (3) peposiTorLETTEROF CREDIT. Each limited servichealth
tive rule requirements that apply health maintenance@aniza-  grganizationshall maintain either a deposit of securities with the
tionsand limited service healthganizations. statetreasurer or an acceptable letter of credit on file with the com
History: Cr. RegisterFebruary2000, No. 530, £13-1-00. missioner’soffice. The amount of the deposit or letter of credit
Ins 9.03 Scope. This subchapter applies to all insurersts.ha‘”be not less than $75,000 for limitsekvice health ganiza-
writing health maintenanceganization or limited service health ions. The letter ofcredit shall be payable to the commissioner
o : P wheneverrehabilitation or liquidation proceedings are initiated
organizatiorbusiness in this state. . L . L
History: Cr. RegisterFebruary2000, No. 530, &3-1-00. againstthe limited service health ganization.
(4) Risks. Risks and factors theommissioner may consider
Ins 9.04 Financial requirements.  The following are the in determining whether to require greatempulsory surplus by
minimum financial requirements for compliance with this sectionrder include, but are not limitetb, those described under s.
unlessa different amount is ordered by the commissioner: 623.11(1) (a) and (b), Stats., and the extent to which the insurer

(1) CaPiTAL. Unless otherwise ordered by themmissioner €ffectivelytransfers risk to providers. A health maintenange-or
the minimum capital or permanent surplus of: nizationinsurer may transfer risk through any mechanism includ

(a) A health maintenana@ganization insurer first licensed or/Ng, but not limited to, those prov?ded “”f’er s .Ins 9'0,5 (4).
organizedon or after July 1, 1989, is $750,000: (5) SecuriTY surpLUS. (a) An insurer including an insurer

(b) A health maintenanaaganization insurer first licensed or°rganizedunder ch. 613, Stats., writing health maintenanga-
organizedprior to July 1, 1989, is $200,000: nizationinsurance or limited service healtlyanization business,

L . . xceptfor a health maintenancegamnization insurer or an insurer
(c) The minimum capital or permanent surplus requwementfﬁ; P

\ . h A . . Censedto write only limited service health ganization busi
aninsurer licensed to write only limited service healthamiza- nessjs subject to s. Ins 51.80.

tion businesshall be not less than $75,000. The commissioner : o .
may accepthe deposit or letter of credit under sub. (3) to satisfy (P) Healthmaintenance ganization insurers and insurers
eensedto write only limited service healthganization business

the minimum capital or permanent surplus requirement under t B . : ;
par.(c), if the insureticensed to write only limited service healthShouldmaintain a security surplus to provide an amplegmaof

organizatiorbusiness demonstrates to the satisfaction of the copgfety and clearly assure a sound operation. The security surplus
missionerthat it does not retain any risk of financial loss becau8é @ health maintenancegamization insurer shall be tigeeater

all risk of loss has been transferred to providers through provider
agreements. 1. Compulsory surplus plus 40% reduced by 1% for &36h
(d) Any other insurer writingrealth maintenanceganization Million of premiumin excess of $10 million earned in the previous
or limited service health ganization business, is the amount of2 months; or
capitalor required surplus required under the statutes governing 2. 110% of its compulsory surplus.
the organization of the insurer (c) The security surplus of an insurer licensed to write only
(2) CompuLsoRY surpPLUS. (a) Aninsurer including an limited service health ganization business shall be not less than
insurerorganized under ch. 613, Stats., writing health maint&é10% of compulsory surplus.
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254-3 COMMISSIONEROF INSURANCE Ins 9.06

(6) INSOLVENCY PROTECTIONFOR POLICYHOLDERS. (a) Each (6) QuALITY AssURANCE. A summary of comprehensigeal
health maintenance ganization insurer isequired to either ity assurance standards that identiyaluate and remedy prob
maintaincompulsorysurplus as required for other insurers unddemsrelated to access to care and continuity gumality of care.
s.Ins 51.80 or to demonstrate that in the event of insolvalicy The summary shall address all of the following:

of the following shall be met: . . (a) A written internal quality assurance program.
1. Enrollees hospitalizedn the date of insolvency will be  (b) witten guidelines for quality of care studies and monitor
covereduntil dischaged. ing.

does not contain any medical underwriting or pre—existing lmita (d) Procedures for remedial action to address qupliop
tion requnrements. ) ) . . lems,including written procedures for taking appropriederec

(b) Each insurer licensed to write only limited service healty,e action.
organizatiorbusiness that provides hospitenefits shall demen : :
stratethat, in the event of an insolven@nrollees hospitalized at (e) Plans for gathe”“g and assessing data.
thetime of an insolvency will be covered until disaled. (f) A peer review process.

History: Cr. Register February2000, No. 530, &3-1-00. (g) A process to inform enrollees on the results of the insurer

_ o B quality assurance program.

Ins 9.05 Business plan. Al applications for certificates  (h) Any additional information requested by the commis
of incorporation and certificates afithority of a health mainte gjgner.
nanceorganization insurer aan insurer licensed to write only km (7) PLAN ADMINISTRATION. A summary of hovadministrative

Ikt)ﬁgi?gsv'Clgzeallﬁlhaog;tri]gr?c??I?ebi?esrlr?seﬁ;zgeillrll ?g'%ies?grgggsegervicesmill be provided, including the size and qualifications of

613 13(3 Stats. the followind information shat contained in theadministrative stéfand the projected cost of administration in

the business plan: 9 relationto premium income. If management authority for a major
pian: . corporatefunction is delegated to a persoutside the @aniza-

(1) OrcanizaTION TYPE. (@) The type of health maintenancejon, the business plan shall include a copy of the contract- Con
organizationinsurer including whether the providersfitidted tracts for delegated management authority shall be filed for
with the oganization will be salaried employees, gragmtrac  approvalwith the commissioner under ss.1687 and 618.22,
tors, or individual contractors. Stats. The contract shall include all of the following:

. ?bé The type of limited service healthganization insurer  (a3) The services to be provided.
including:

1. The name and address of the insurer licensed to write only : : he
L : P : (c) The method of payment including, any provisionstier
limited service health ganization business and the names ar.Lotddministrator to participate in the profit or losses of the plan.
addressesf individual providers, iiny who control the insurer "
licensedto write only limited service health ganization busi (d) The duration of the contract.
ness.and; (e) Any provisions for modifying, terminatingy renewing the

2. The type of aganization, including information on contract.
whetherproviders will be salaried employees of thgasization (8) FINANCIAL PROJECTIONS.A summary ofcurrent and pro
or individual or group contractors. jectedenroliment; income from premiums by typepayor; other
(2) FEASIBILITY STUDIES AND MARKETING SURVEYS. A sum Income;administrative and other costs; the projected besak

mary of feasibility studies omarketing surveys that support the?0int, including the method of funding the accumulalesses
financial and enrollment projections for the health maintenané®til the breakeven point is reached; and a summary of the
organizationinsurer or the insurer licensed to write only limitedSsumptionsnade in developing projected operating results.
servicehealth oganization business. The summary shall include (9) FINANCIAL GUARANTEES. A summary of all financial guar
the potential number of enrollees in the operating territtrg anteedy providers, sponsors fiiites or parents within a hold
projectednumber of enrollees for the first 5 years, the underwritng company system, or any other guarantees whicmemeded

ing standards to be applied, and the method of marketingghe orto ensure the financial succestthe health maintenancegar
nization. nizationinsurer These include hold harmless agreements by pro

(3) GEOGRAPHICAL SERVICEAREA. The geographical service viders,insolvency insurance, reinsurance or other guarantees.
areaby county including a chart showing the number of primary (10) CONTRACTSWITH ENROLLEES. A summary of benefits to
and specialty care providers with locations and service areas liyoffered enrollees includingny limitations and exclusions and
county;the method of handling engancy care, with locations of the renewability of all contracts to be written.
emergencycare facilities; and the method of handliogt—of— History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.
areaservices.

(4) PrOVIDERAGREEMENTS. The extent to which any of thefol ~ Ins 9.06 Changes in the business plan. (1) A health
lowing will be included in provider agreements and the form ##aintenancerganization insurer or an insurer licensedvtite
any provisions that do any of the following: only limited service health ganization business shall file a writ
tenreport of anyproposed substantial change in its business plan.

Limit the providers’ abili k reimbursement for-cov. ; ; .
ere(ggervic}sts ?r(?mopgl?cf/hz?dé¥stgrsgﬁrolﬁsest?u sement for-o Theinsurer shall file the report at least 30 days prior to tlee-ef

(b) Permit or require the provider to assume a financial riskt'Ve date ofthe change. The fife may disapprove the change.

the health maint zation i ncludi h einsurer maynot enter into any transaction, contract, amend
1enhealth maintenanceganization INSUrenciuding anyprovk — manttg 3 transaction or contract or take action or make any omis
sionsfor assessing the providexdjusting capitation or fee—for—

; P A sionthat is a substantial change in the inssrbusiness plan prior
servicerates, or sharing in the eamings or losses. to the efective date of the change or if the changgisspproved.

(c) Govern amending or terminating agreements with provigybstantial changes include changes in articles and bylayas, or
ers. nization type, geographical service areas, provider agreements,
(5) ProviDER AVAILABILITY. A descriptionof how services provider availability, plan administration, financial projections

will be provided to policyholders in each service area, includiagdguarantees and any other change that midgettahe finan
the extent towhich primary care will be given by providers undecial solvency of the plan. Any changes in the items listed in s. Ins
contractwith the health maintenanceganization insurer 9.05(4) shall be filed under this section.

(b) The standards of performance for the manager
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Ins 9.06 WISCONSINADMINISTRATIVE CODE 254-4

(2) A change in the quality assurance plan conducted in(c) The healtmaintenancerganization insurer has the bur
accordancevith s. Ins 9.40 and s. 609.32, Stats., is n@pmrt denof refuting a presumption under péa) or (b).
ablechange in a business plan. (4) ANNUAL STATEMENT FORM. An insurer licensed tarite
History: Cr. RegisterFebruary2000, No. 530, &3-1-00. only limited service health ganization business shall use the cur
. . rentLimited Service Health @anization annual statement blank
Ins 9.07  Copies of provider agreements. (1) Not-  yrenared by the national association of insurance commissioners.

withstandingany claim oftrade secret or proprietary information.a|| other insurers shall file an annual report in a form prescribed
all insurers dering a defined network or limited scope plan shal y the commissioner

UPOUrequeSt» from the Comm_iSSiOnmake ava”a_ble to the cem Note: The list of the forms described in subs. (1) and (4) may be obtained from
missioner all executed copies of any provider agreementse Office of the Commissioner of Insurance, ®. Box 7873, Madison, WI
betweerthe insurer anthtermediate entities or individual provid 53707-7873. _

ers. Any party to a provider agreement may assert that a portiofh!iS": Cr- RegisterFebruary2000, No. 530, £13-1-00.

of the contracts contain trade secrets, and the commissioner ma;

; : ; ; fhs 9.09 Notice of election and termination of hold
\éwigholdthat portion to the extent it may be withheld under s. | S rmless. (1) A notice of election to be exempt from s. 609.91

(2) All health maintenance ganization insurers or ins rers(1) (), Stats., or a notice of termination of election to be subject
! ganization Insu INSUrerSyq 5. 609.91 (1) (c)Stats., in accord with s. 609.925 (1), Stats., is

licensedto write only limited service healthganization business gffectiveonly if filed on the form prescribed by themmissioner
shallfile with the commissioneiprior to doing business, copies,nqif the form is properly completed.

of all executed provider agreements and other contracts coverlnqz) A notice of termination of election to be exempt from s

liabilities of the health maintenanceganization. For contracts . .
with providers, a list of providers executing a standard contraﬁ:ggége% g‘ltzar(r?%n gttigfhc‘) fIZI:((::t(i:gr:dtthl)tehssljb?:(?tégzé‘)(gg)élsggs(}’:)or a
anda copy of the form of the contract mag filed instead of cep Stats.,in accord with s. 609.925 (2). Stats., shall be filedhan

ies of the executed contracts. ; . : : A
History: Cr. Register February2000, No. 530, éf3-1-00; CR 05-059: am. (1) [0 prescribed by the commissioneNotices described in this
RegisterFebruary 2006 No. 602,fe8—1-06. subsectiorthat are filed with the commissioner but are not on the

prescribedform or are not properly completed are nevertheless

Ins 9.08 Other reporting requirements. (1) ANNuAL  effective.
STATEMENT. All insurers authorized to write health maintenance (3) In accordance with s. 609.93, Stats., a provider may not
organizatiorbusinessnd insurers licensed to write only limitedexercisean election under s. 609.92 or 609.925, Stats., separately
servicehealth oganization business shall file with the commisfrom a clinic or an individual practice associatioith respect to
sionerby March 1 of each year an annual statement for the precgalthcarecosts arising from health care provided under a con
ing year A health maintenanceganization insureshall use the tractwith, or through membership in, the individual practisse
currenthealthmaintenance ganization annual statement blankgiation or provided through the clinic.
preparedby the national association of insurance commissionersHistory: Cr. Register February2000, No. 530, &3-1-00.

(&) A health maintenance ganization insurer shall include ) . )
with its annual statement a statemehtovered expenses, and a Ins 9.10 Receivables from affiliates. A receivable, note
specialprocedures opinion from a certified public accountant, i@ other obligation of an fifiate to a health maintenanceger
the form prescribed by the commissioner as appefdix nization insurer and limited service healthganization insurer

(b) A health maintenanceganization insurer shall filequar ~ Shallbe valued at zero by the insurer for all purposes including,
terly report, including a report concerning covered expenses, iy Nt limited to, the purpose of reportsstatements filed with
form prescribed by the commissioner within 45 days after ihgeoffice, unless the commissioner specifically approvesferelif
closeof each of the first 3 calendar quarters ofytar unless the €ntvalue. The dierent value shall be not more than émount

commissionerhas notified the insurer that anotheporting of thereceivable, note or other obligation which is fully secured
schedulds appropriate. by a security interest in cash or cash equivalents held in a segre

(c) A health maintenance ganization insurer shall include gfﬁggracg?l;{;t g{;gﬁhar 2000. No. 530. &f3-1-00
with its annualaudit financial reports filed under s. Ins 50.05 a v HhReg yeuom, o 55 '
statemenbf covered expenses and an al_Jd_it opinion concerningd|ns 911  Receivables from Individual Practice Asso -
the statement. Both the statement and opinion shall be fortite  ¢iation (“IPA”). After December 31, 1990, a health mainte
prescribecby the commissioner as appendix B and are due no Iaigihce organization insurer shall value receivables, notes or
thanMay 1 of each year obligationsof individual practice associations @afined under s.

(2) QuARTERLY REPORT. An insurer writing healttmainte  600.03(23g), Stats., at zero for all purposes including, bulimet
nanceorganization business, other than a health maintenangsd to, the purpose of reports or statements filed with theepf
organizationinsurey shall file a quarterly report in a form pre unlessthe receivable, note or obligation is fully secured by a-secu
scribedby the commissioner within 45 days after the closgash rity interest in cash or cash equivalents held in a segregated
of the first 3 calendar quarters of the year unless the commissiog&fountor trust.
notifiesthe insurer that another reportischedule is appropriate. History: Cr. RegisterFebruary2000, No. 530, &3-1-00.

(3) PresumpTIONS. (8) If a health maintenanceganization ) . . . ,
insurerfails to file a statement or opinion required under subs. (1) Ins 9.12 Incidental or immaterial indemnity busi -
to (3) by the time required, it is presumed, in any action brough@ss in health maintenance organizations. (1) Except as
by the ofice within one year ofhe due date, that the health mainprovidedby sub. (2), insurance business is not incidental or imma
tenance aganization insurer is ifinancially hazardous condition terial under s. 609.03 (3) (a) 3., Stats., if a health maintenance
and that thgercentage of its liabilities for health care costs whicprganizationinsurer issues coverage which is rtgpically

arecovered liabilities is and continues tolbss than 65% for the includedin a health maintenancegamization or limited service
purposeof s. 609.95, Stats. healthorganization policy and the insurer does any of the fellow

(b) Itis presumed that the percentage of liabilities that are cdl9: ) .
ered liabilities of a health maintenarmganizationinsureris and (&) Markets the policy containing the coverage.
continuego be not greater thahe percentage of covered expen (b) The total premium for policies containing tbeverage
ses stated in the report or statement filed under subs. (1) to (3)efkceedwr is projected t@xceed 5% of total premium earned in
the most recent period. any 12—month period.
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254-5 COMMISSIONEROF INSURANCE Ins 9.25

(2) Insurancebusiness is incidental ammaterial under s. if theonly owned, employed, or participating provider providing
609.03(3) (a) 3., Stats., if the business is writtaording to the servicescovered under the plan is a silent provider network.
termsof a specificbusiness plan for issuance of coverage under (b) Is exempt from meeting the requirements under ss. 609.22,
s.609.03 (3) (a) 3., Stats., and the business plan is approve@9.24,609.32, 609.34, and 609.36, Stats., and ss. Ins 9.32 (1),
writing by the ofice. A request for approval to do business undey.35,9.37, 9.38, 9.39, 9.40 (1) to (7), and 9.42 (1) to (7), solely
this paragraph includindyut not limited to, issuance of policieswith respect to services provided by the silent provider network,
with point of service coverage, shall include a detailed busingsshe plan also covers services by providers that the insurer owns
plan,a copy of the policy form, a detailed description of how ther employs,or another participating provideAn insurer is not
businesswill be marketed and premium volume controlled, angxemptfrom those provisions with respect to a provithet is not
otherinformation prescribed by thefige. The total premium for g silent provider network.

policiescontaining coverages subject to this paragraptpatid 2) DE MINIMUS LIMITED EXCEPTION. Insurers dering a
ciesissued under sub. (1) may not exceed 10% of premium eargefnednetwork plan are exempt from meeting thquirements
or projected to be earned in any 12-month period. underss. 609.22 (1) to (4) and (8), 609.32 and 609.34, Stats., Ss.

(3) If the commissioner approves insurance business as ingis 9.32(1), 9.40 (1) to (7), and 9.42 (6) and (7), with respect to
dental or immaterial the commissioner may also, by order undeglefined network plan, if the insurer meets all of the following
s.Ins 9.04 (2)yequire the insurer to maintain more than the mintequirements.

mum compulsory surplus. (a) The insurer déring a defined network plan provides com
(4) Forthe purpose of this section, any coverage that covejgehensivenenefitsto insureds of at least 80% coverage for in—
servicesby a provider other than a participating provider is ngflan providers.
typically included in a health maintenancganmization or limited by The insuress only financial incentivéo the insureds to uti
servicehealth oganization policyexcept coverage of engency |ize participatingproviders is a co-insurance féifential of not
out—of-areaservices. more than 10% between in—plan versus—pfan providers.
History: Cr. RegisterFebruary2000, No. 530, £{3-1-00. Exceptfor the co—insurance défrential of no greater than 10%,
all benefits, deductibles and co—payments must be the same
gardles®f whether the insured obtains benefits, services er sup
iesfrom in—plan or of-plan providers.

(c) The insurer makes no representation regarding quality of
care.

Ins 9.14 Nondomestic HMO. No certificate of authority (d) The insuremakes no representation that the defined net
may be issued under ch. 618, Stats., to a person to do health maRrk plan isa preferred provider plan or that the defined network
tenanceorganization or limited service healthganization busi ~ plandirects or is responsible for the quality of health care services.
nessin this state unless the person igamized and regulated asNothingin this paragraph preveras insurer from describing the
aninsurer and domiciled in the United States. availability or limits onavailability of participating providers or

History: Cr. RegisterFebruary2000, No. 530, &3-1-00. the extent or limits of coverage under the defined network plan if
participatingor non—participatingoroviders are utilized by an

Ins 9.15 Time period. In accordance with £27.16, insured.

Stats. the commissioner shakview and make a determination (e) The insurgrat the time an application is solicited, does all
on an application foa certificate of authority within 60 businessof the following.

daysaft_er it has been received. 1. Discloses to a potentiapplicant, and allows the applicant
History: Cr. RegisterFebruary2000, No. 530, &f3-1-00. areasonable opportunity to revieavdirectory which reasonably
andclearly discloses the availability and location of providers:
SUbChapter”E)_f. Mgrllilet Conkdgft Standards for a. Within reasonable travel distance from the principledoca
efined Network Plans tion of the place of employment of employdaely to enroll
underthe plan, if the applicant is an employer; or

Ins 9.20 Scope. This subchapter applies to all insurers ) \athin reasonable travel distance from the residence of the
offering a defined network or limitesicope plan in this state. The roposednsured, for any other application.

insurershall ensureghat the requirements of this subchapter are 2 Obtai h licati ddend h
metby all defined network or limited scope plans issued by the 2: Obtains on the application, or on an addendum to the
insurer. The commissionanay approve an exemption to this-sub2PPlication, the applicang signed acknowledgement thie
chapter for an insurer to market a defined network or limited sco?)%pl'cam' . .

planif the insurer files the plan with the commissioner and the @. Has reviewed the disclosure under subd. 1.;
commissionedetermines that all of the following conditions are  b. Understands that participating providers may or may not

Ins 9.13 Summary. A health maintenance ganization
insurershall use the form prescribed in appendix C to comply wi
S.609.94, Stats.

History: Cr. RegisterFebruary2000, No. 530, &f3-1-00.

met: beavailable to provide services and ttfa insurer is not required

(1) The coverage involves ancillary coverage witfinimal o make participating providers available; and
costcontrols, such as minimal cost contrimigolving vision, pre c. Understands that the plan will provide reduced benefits if
scriptioncards or transplant centers. theinsured uses a non—participating provider

(2) The cost controls are unlikely to significantlyfedt the 3. Providego each applicant a copy of the provider directory
patternof practice. atthe time the policy is issued.

(3) Theexemption is consistent with the purpose of this sub 4. The insurer provides access to translation services for the
chapter. purposeof providing information concerning benefits, tioe

History: Cr. RegisterFebruary2000, No. 530, &f3-1-00; CR 05-059enum.  greatesextent possible, if a significant number of enrollees of the

from Ins 9.31 and am. (intro.) Register February 2006 No. 603-€f-06. plan customarily use |anguages other than English.

History: Cr. RegisterFebruary2000, No. 530, &f3-1-00;correction in (1)a)
Ins 9.21 Limited exemptions, (1) SILENT DISCOUNT. An  madeunder s. 13.93 (2m) (b) 7Stats., Register November 2001 No. 551; CR

; ; ; . 05-059:renum. from Ins 9.32 and am. (1) (a) and (b), (2) (a) and (d) Register Feb
insurer,with respect to a defined network plan: ruary 2006 No. 602, Bf3-1-06.

(a) Is exempt from meeting the requirements under ss. 609.22,
609.24,609.32, 609.34609.36 and 632.83, Stats., and ss. Ins Ins 9.25 Preferred provider plan same service provi -
9.31,9.32 (1), 9.35, 9.37, 9.38,39, 9.40 (1) to (7), 9.42 (1) to (7),sions. For purposes of s. 609.35, Stats., an insuferiong apre
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Ins 9.25 WISCONSINADMINISTRATIVE CODE 254-6

ferredprovider plancovers the same services when performed Ipayment will be determined according to your policys fee
anonparticipating provider thatéovers when those services argchedule, usual and customary charge (which is determined
performedby a participating provider only ihe insurer complies py comparing charges for similar services adjusted to the

with all of the f°"°Wi”9_: _ ~ geographical aea whee the services a performed), or
(1) Theinsurer ofering a preferred provider plan providesother method as defined by the policy YOU RISK PAYING
coveragehat complies with either of the following: MORE THAN THE COINSURANCE, DEDUCTIBLE

(a) Provides coverage for services performed by nonpartigdND CO-PAYMENT AMOUNT DEFINED IN THE
patingproviders with the insurer paying ataeinsurance rate of poL|CY AFTER THE PLAN HAS P AID ITS REQUIRED
notless than 60%nd the enrollee paying at a coinsurance rate BHRTION. Nonparticipating pr oviders may bill enrollees

notmore than 40%. _ _for any amount up to the billed charge after the plan has
(b) Provides coverage for services performed by nonpartigjsiq its portion of the bill. Participating pr oviders have
patingproviders with the insurer payireg a coinsurance rate nmagreed to accept discounted payment for coved services

0 " .
lessthan 50% anthe enrollee paying at a coinsurance rate of nQ th no additional billing to the enrollee other than co-pay

more than 50% and the insurer provides the enrollee with the did . . 4
closurenotice that is compliant with sub. (5). ment, coinsurance and deductible amounts. 0t may obtain

(2) The insurer ofering a preferrecbrovider plan equally further information about the participating status of pr ofes-

applies material exclusions regardless if the services are p&fonal providers and information on out-of-pocket expenses
formedby either participatingr nonparticipating providers. The Py calling [the toll free telephone] number on your identif
insurermayexceed the coinsurancefdifential in s. Ins 9.27 (1), cation card [or visiting [the company’s] website].

or the deductible diérential in s. Ins 9.27 (2), or the co—payment (6) Theinsurer files a report witthe commissioner certifying
differentialin s. Ins 9.27 (3) to the extent the insurer reasonaldgmpliance with this section on a form prescribed by the commis
determineshe cost sharing isecessary to encourage enrollees tsionerand signed by an fider of the company
useparticipatingproviders or centers of excellence for transplant 7) Theinsurer does not require a referral to obtain coverage

or other unique disease treatment services or preventive heglificare from either a participating or nonparticipatmgvider
care services limited to immunizations pursuant to s. 632.8 dcomplies with ss. Ins 9.27 and 9.32 (2).

(14), Stats.and the services as covered benefits greater than thgsiory:  cr 05-059: crRegister February 2006 No. 602, 81-06.
minimum required for specific mandated benefits under ss.
632.895and 632.89, Stats., when the insurer at the time of selicita
]E'ciln and within the policydoes either or both, as applicable, of thfeyork plan regulations.  An insurer ofering apreferred
oflowing: . S provider plan that does not cover the same services when per
(a) Provides a disclosure to enrollees that identify the centés$med by a nonparticipating provider that it covers when those
of excellence and the specific covered benefits that are coveregetyicesare performed by a participating providesigject to the
adifferent rate if provided by a health care provider the¢é®g  requirementf a defined network plan that is not a preferred pro
nizedand identified as a center of excellence. vider planincluding ss. Ins 9.31, 9.32 (1), 9.35 (1), 9.37 (4), 9.40
(b) Clearly and prominently discloses that either immuniz42), (4) and (6), and 18.03 (2) (c) 1., and ss. 609.22 (2), (3), (4) and
tions or expanded benefits above mandated minimum covera#), 609.32 (1) and 609.34 (1), Stats.
or both, are covered when performed by participa’jr[g/iders History: CR 05-059: crRegister February 2006 No. 602, 8-1-06.
or with greater disparity than permitted in s. Ins 9.27 (1) through
3). Ins 9.27 Preferred provider plan requirements.
(3) The insurer ofering a preferred provider plan provideslnsurersofferlng a preferred provider plan shall comply with all
coverageof services without usef any financial incentives other the following:
thanmaximum limits, out—of—pocket limits and those incentives (1) Exceptas provided in s. Ins 9.25 (2), insurerieohg a
describedn this section and s. Ins 9.23 encourage the use of preferredprovider plan that apply @insurance percentage when
participatingproviders. the services are performed Iognparticipating providers at a dif
(4) Theinsurer ofering a preferreghrovider plan may use uti ferentpercentage than thwinsurance percentage that is applied
lization management, including preauthorization or similar metihenthe services are performed by participating providers shall
ods, for denying access to or coverage of services of nonpartieffer plans that have either of the following:
patingproviders with just cause and without such frequency as to(a) The coinsurance dérential between participating and
indicatea general business practice. Using utilization manageonparticipatingoroviders performing the same services is 30%
ment,including preauthorization or similar methods, for denyingr less.
accesso or coverage of services of nonparticipating providers () The coinsurance dérential between participating and
without just cause and with such frequency as to indicate a genei@hparticipatingprovider performing the same services is greater
businessgractice, as determined by the commissioresults in - than30% and the insurer provides the enrollee with a disclosure
theplan being treated by the commissioner as a defined netwagtice that is compliant with s. Ins 9.25 (5).
planand subject to all requirements of a defined network plan. (2) Exceptas provided in s. Ins 9.25 (2), insurerfedhg a

(5) An insurer required to provide a disclosure notice undgfeferredprovider plarthat apply a deductible when the services
sub.(1) shall provide thelisclosure notice to the applicant at theyreperformed by nonparticipating providers in detiént amount
time of solicitation, and shall include in a promindatation thanthe deductible that is applied when the services are performed
within the certificate of coverage issued under a group policy apg participating providers shallfef plans that have either of the
in a prominent locatiom an individual policythe following form  following:
andin not less thanI-point bold font: (a) The deductible applied to nonparticipating providers is no

“NOTICE: LIMITED BENEFITS WILL BEP  AID morethan 2 times greater than the deductible applied to pariicipat
WHEN NONPARTICIPA TING PROVIDERS ARE USED. ing providers or no more than $2000 higher than the participating

You should be awae that when you elect to utilize the ser providerdeductible.

Ins 9.26 Preferred provider plan subject to defined

vices of a nonparticipating povider for a covered service, (b) The deductible applied to nonparticipating providers is
benefit payments to such non—participating povider are not morethan 2 times greater than the deductible applied to participat
based upon the amount billed. The basis of your benefit ing providers or is more than $2000 higher than the participating
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254-7 COMMISSIONEROF INSURANCE Ins 9.32

providerdeductible and the insurer provides the enrollee withaamdhealth status of current and expected enrollees served by the
disclosurenotice that is compliant with s. Ins 9.25 (5). plan.

(3) Exceptas provided in s. Ins 9.25 (2), insurerfedhg a (c) Provide 24~-hour nationwide toll-free telephone access for
preferredprovider plan that apply a co—payment when the sets enrolleeso the plan or to a Wconsin participating provider
vicesare performed by nonparticipating providers idifferent for authorization for care which is covered by the plan.
amountthan the co—payment that is applied when the services arqd) Provide as a covered benefit the egeacy services ren
performedby participating providers shallfef plans that have geredduring the treatment of an ergency medical condition, as
eitherof the following: defined by 's. 632.85, Stats., by a nonparticipating provider as

(a) The co—payment applied to nonparticipating providers thoughthe servicesvas provided by a participating providédr
no more than 3 times greater than the co—payment applied-to paginsurer provides coverage for emencymedical services and
ticipating providers or no more than $16fr services of a health the enrollee cannot reasonably reach a participating proviger or
careprovider or no more than $300 for servicesdfealth care asa result of the emgency is admitted for inpatient care subject
facility. to any restriction which may govern payment to a participating

(b) The co—payment applied to nonparticipating providers jgoviderfor emegency services. Thiasurer shall pay the nen
morethan 3 times greater than the co—payment applied to partigérticipatingprovider at the rate the insufgalys a nonparticipat
patingproviders or is more than $100 for services of a health cding provider after applying any co—payments, coinsurance,
provider or is more than $300 for services of a health care facilifgductiblesor other cost—sharing provisions that apply to partici
andthe insurer provides the enrollee with a disclosure ntitae patingproviders.

is compliant with s. Ins 9.25 (5). (2) An insurer ofering a preferred provider plan shall do all
History: CR 05-059: crRegister February 2006 No. 602, 81-06. of the following:
Ins 9.30 Purpose. History: Cr. Register February 2000, No. 530, &f (a) Provide covered l_)eneflts by part|C|pat|_ng proylders with
3-1-00.CR 05-059: rRegister February 2006 No. 602, &-1-06. reasonabl@romptness withespect to geographic location, hours
of operationwaiting times for appointments in providefioés
Ins 9.30 Group and blanket health insurers com - andafter hours care. The hours of operation, waiting times, and

pliance. The commissioner finds that thiecumstances of fefr- ~ availability of afterhours care shall reflect the usual practice in the
ing a group or blanket health insurance policy require tinat local area. Geographic availability shall reflect the usual medical
insureroffering the policy otherwise exempt from chs. 600 to 64&avel times within the community This does not require an
Stats. under s. 600.01 (1) (b) 3., Stats., comply with s. Ins 9.32 ({Ppurer offering a preferred provider plan tofef geographic
ands. 609.22 (2), Stats., in order to provide adequate protect@f@ilability of a choice of participating providers.

to Wisconsin enrollees and the public. An insurer that covers 100(b) Provide suffcient numberand type of participating provid

or more residents of this state under a policy otherwise exenepsto adequately delivall covered services based on the demo
unders. 600.01 (1) (b) 3., Stats., shall comply with s. Ins 9.32 (gjaphicsand to meethe anticipated needs of its enrollees served

ands. 609.22 (2), Stats. by the plan includingt least one primary care provider and a par
History: CR 05-059: crRegister February 2006 No. 602, 8f-1-06. ticipating provider with expertise imbstetrics and gynecology
- acceptingnew enrollees.
Ins 9.31 Annual certification  of access standards. (c) Include in all contracts with participating providers that are

(1) An insurer ofering a defined network plan thatnist a pre  |ocatedin Wisconsin or located in the bordssunties of contigu
ferredprovider plan shall file an annual certification with the eom, ;s states and provide services tis@énsin enrollees, a provision
m_nssmne_rrr]]o rl]ater than Aug‘éStdl offeach year certifyf@n o4 iringthe participating providehat schedules an elective pro
pllancevxgt the accesg_ standar hS ors. .?09'.22' Shmrldb's' '”Sb cedureor other scheduled non—engency care to fully disclose
9.32 (1) for the preceding yearThe certification shall be sub 1 yhe enrollee at the time of scheduling the name of each provider

mitted on a formprescribed by the commissioner and signed QYa¢ il or may participate in the delivery of the carglwhether
anofficer of the company

X ¢ . i eachprovider is a participating or nonparticipating provider
(2) An insurer ofering a preferred provider plan shall file an

o : T (d) Include in its provider directory a prominent notice that
annualcertification with thecommissioner no later than Augugcgmplieswith Appendix D and is printed inLpoint bold font.
1 of each year certifying compliance with the access standards ) i . S
containedn ss. 609.22 (1), (4m), (56) and (8), Stats., and s. Ins__ (€) Provide thecovered benefits provided by nonparticipating
9.32(2) for the preceding yeaon a form prescribed by the com providersinvolved in the scheduled elective or non—egeecy
missionerand signed by an fier of the companyThecertifica  Schedulectare at the rate the insurer pays a nonparticipating
tion is to be filed within 3 months after March 1, 2006, and therefider after applying ango—payments, coinsurance, deductibles
ter, no later than August 1 of each year or other cost-sharing provisions that apfyparticipating pre
Note: A copy of the certification cccess standards form required under sub. (1yiders whenthe enrollee receives care from a nonparticipating

OCI26-110,and sub. (2), OCI2641, may be obtained at no cost from théic@fof ~ providerand either of the following occurs:

;23gg’;“v’;‘;fs'ﬁge;d‘grg”;“f?,’;fpeﬁgc?ﬁvxl5533 Madison, W1, 53707-7873fasm 1. The insurer fails to comply with paic). Failure of the

History: CR 05-059: crRegister February 2006 No. 60, &1-06. insurerincludes the failure of its participating providercmmply
with the terms of the contract.
Ins 9.32 Defined network plan requirements. (1) An 2. The insurer fails to comply with pdd).
insureroffering a defined network plan that is not a preferred pro (f) Provide as a covered benefit the egeery services ren
vider plan shall do all of the following: deredduring the treatment of an ergency medical condition, as

(a) Provide covered benefits by plan providers with reasonalglefined by s.632.85, Stats., by a nonparticipating provider as
promptnesswith respect to geographic locatidrgurs of opera  thoughthe services were providéy a participating provideif
tion, waiting times for appointments provider ofices and after theinsurer provides coverage for emencymedical services and
hourscare. Théours of operation, waiting times, and availabilitghe enrollee cannot reasonably reach a participating provider or
of after hours care shall reflect the usual practice in thedoeal asa result of the emgency is admitted foinpatient care, subject
Geographicavailability shall reflect the usual medical traveto any restriction that may govern payment to a participating pro
timeswithin the community vider for emegency services. ThHasurer shall pay the nonpartic

(b) Havesuficient number and type of plan providers to-adeipating provider at the rate the insurer pays a nonparticipating pro
quatelydeliver all covered services basewl the demographics vider after applying ango—payments, coinsurance, deductibles
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Ins 9.32 WISCONSINADMINISTRATIVE CODE 254-8

or other cost-sharing provisions that apfyparticipating pre  (b). The participating provider contractedth the insurer shall
viders. posta notification of termination with the plan feter than 30
History: CR 05-059: crRegister February 2006 No. 602, &f-1-06. daysprior to the termination or 15 days following the date the
. L insurerreceived the providés termination notice, whichever is
_Ins 9.33  Enrollee election - of nonparticipating pro - |5ter and describe each enrolleptions for receiving continued
vider reimbursement.  Nothing in sIns 9.32 changes the reim 4refrom the terminated providerThe insurer déring a pre
bursemenpayable or the amounts due, including co-paymenig,req provider plan shall enforce the contract and ensure that
coinsurancedeductibles and otheost-sharing provisions from ¢ |eesare informed of a participating providetermination.
anenrollee when the enrollee of a preferred provjden that is (2) An insurer ofering a defined network plan is not required

not a defined network plan elects to utilize the servidesnon : ; . ’ .
e - v e . 0 provide continued coverage for the services of a provider if
participatingprovider when a participating provider is ava"ab%itherof the following is met:

in accordance with $ns 9.32 (2) (a) and (b) and the requiremen . . . )
of s. Ins 9.322) (c) and (d), including the information from the (&) The provider no longer practices in the defined network
participatingprovider are provided to the enrollee. plan'sgeographic service area.
History: CR 05-059: crRegister February 2006 No. 602, &-1-06. (b) The insurer déring a defined network plan terminates the

provider’scontract due tonisconduct on the part of the provider

(3) Theinsurer ofering a defined network plan shall make
available to the commissioner uporequest all information

Ins 9.35 Continuity of care. (1) In addition to the neededo establish cause for termination of providers.
requirement®f s. 609.24, Stats., amsurer ofering a defined net . History: Cr. RegisterFebruary2000, No. 530, &f3-1-00; CR 05-059: am. Reg
work plan shall do one of the following: isterFebruary 2006 No. 602,fe-1-06.

(@) Upon termination of a provider from a defined network |ns 9.36 Gag clauses. (1) No contract betweeran
plan, the insurer dering a defined network plan shall apprepriinsureroffering a defined network plan aredparticipating pro
ately notify all enrollees of the termination, providdormation  vider may limit the provides ability to disclose information, to
on substitute providers, and at least identify the terminated pisr on behalf of an enrollee, about the enrafiesedicakondition.
viderswithin a separate section of the annual provider directory (2) A participating provider may discuss, withar behalf of
In addition, the insurer shall comply with all thie following as  an enrollee, all treatment options and any other information that
appropriate: the provider determines to be in the best interest of the enrollee
1. If the terminating provider ia primary care provider and and within the scope of the provideprofessional licenseAn
theinsurer ofering a defined network plan requires enroll&®s insureroffering a defined network plan may not penalize the par
designatea primarycare providerthe insurer shall notify each ticipating providernor terminate the contract of a participating
enrolleewho designated the terminating provigéthe termina providerbecausé¢he provider makes referrals to other participat
tion no later than 30 days prior to the termination or 15 days fahg providers or discusses medically necessary or appropriate care
lowing the date the insurer received the proviégrmination with or on behalf of an enrollee. An insurefieding a definedhet
notice, whichever is laterand shall describe each enrolee’work plan may not retaliate against a provider for advising an
optionsfor receiving continued care from the terminated providesnrolleeof treatmenbptions that are not covered benefits under
2. If the terminating provider is a specialist and the insuréne plan.
offering a defined network plan requires a referral, the insurerHistory: Cr. RegisterFebruary2000, No. 530, &f3-1-00; CR 05-059: am. Reg
shall notify each enrollee authorized by referral to receive calferFebruary 2006 No. 602,fe8-1-06.
from the specialist of the termination no later than 30 days prior
to the termination or 15 days following the date the insurey,
receivedthe providers termination notice, whichever is lgtand
describeeachenrollees options for receiving continued care fro
the terminated provider

Ins 9.34 Access standards. History: Cr. Register February2000, No. 530,
eff. 3-1-00; CR 05-059: Register February 2006 No. 602, 8F1-06.

Ins 9.37 Notice requirements. (1) PROVIDED INFORMA-

N. Prior to enrollingnembersinsurers dering a defined net
work plan shall provide tprospective group or individual policy

"holdersinformation on the plan including all of the following:

3. If the terminating provider is a specialist and the insurer (2) Covered services.
offering a defined network plan does not require a referral, the (b) A defmmo_n of emegency and out-of-area coverage.
provider’scontract with the insurer shall comply with the require  (€) CO0st sharing requirements.
ments of s. 609.24, Stats., and require the provider to post a notifi (d) Enrollment procedures.
cation of termination with the plan in the provideofice no later (e) Limitations on benefits including limitations on choice of
than 30 days prior to the termination ordefysfollowing the date providersand the geographical area serviced by the plan.
theinsurer received the providertermination notice, whichever  (2) Proviber DIRECTORIES. Insurers dering a defined net
is later work plan shall make current provider directories available to
(b) 1. Upon termination of a provider fraandefined network enrolleesupon enroliment, ando less than annualljollowing
plan, the insurer déring a defined network plan shall notify allthe first year of enrollment. Preferred providdans shall also
affectedenrollees of théermination and each enrolleeptions includethe language of Appendix D.
for receiving continued care from the terminated providetatet (3) OBSTETRICIANS AND GYNECOLOGISTS. Insurers d&ring a
than30 days prior to the termination, opon notice by the pro definednetwork plan that permits obstetriciansggnecologists
vider if the insurer receives less than 30 days notice. The insuigterve as primary care providers shall clearly so state in-enroll
offering a defined network plan shall provide information on-sulimentmaterials. Insurers fefring adefined network plan that lim
stitute providers to all décted enrollees. its access to obstetricians and gynecologists stedtly so state
2. If the provider is a primary care provider and the insurén enrollment materials the process for obtaining referrals.
offering a defined network plan requires enrollees to designate (4) SranDING REFERRALCRITERIA. Insurers dering a defined
primary care providerthe insurer shall notif@ll enrollees who network plan other than a preferred provider plan shall make
designatedhe terminating provider informationavailable to their enrollees describing the critésta
(Im) An insurer ofering a preferred providgdan shall either obtaining a standing referral to a specialist, including under what
complywith sub. (1) (a) or (b) or have a contract with participatingircumstancesnd for what servicea standing referral is avail
providersrequiring the provider to notify all plan enrollees of thable,how to request a standing referral, and how to appeal a stand
enrollees'rights under s. 609.24, Statsthié provide's participa  ing referral determination. For purposes of s. 609.223#ts.,
tion terminates for reasons other than provided in sub. (2) (a)ardthis subsection, referral includes prior authorization for ser
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254-9 COMMISSIONEROF INSURANCE Ins 9.40

vicesif the insurer uses this or similar methods for denying stanited service health ganization may only disenroll an enrollee if
ing referrals to specialists without just cause and with sueh frene of the following occurs:

quencyto indicate a general business practice, as deterrbined (a) The enrollee has failed to pay required premiums by the end

the commissioner of the grace period_
History: Cr. Register February2000, No. 530, &f3-1-00; CR 05-059: am. (1) b) Th llee h itted acts of physical bal ab
to (4) Register February 2006 No. 60, 8&1-06. (b) The enrollee has committed acts or physical or verbal abuse
thatpose a threat to providers or other members of tenara-

Ins 9.38 Policy and certificate language require - tion.
ments. Each policy form marketed or eacértificate issued to  (€) The enrollee has allowed a nonmembeude the health
an enrollee by an insurerfefing adefined network plan or lim maintenancer limited service health ganizations certification
ited service health ganization plan shall contain aif the fol ~ card to obtain services or has knowingly provided fraudulent
lowing: informationin applying for coverage.

(1) Derinimions. A definition of geographical service area, (d) The enrollee has moved outside of the geographical service
emergencycare, ugent care, out—of-area service, dependent aageaof the oganization.
primary provider if these terms or terms of similar meaning are (e) The enrollee is unable to establish or maintain a satisfactory
usedin the policy or certificate and have afeet on the benefits physician—patientelationship with the physician responsifile
coveredby the plan. Thelefinition of geographical service areathe enrollees care. Disenrollment of an enrollee under this-para
neednot be stated in the text of the policy or certificate if such defiraphshall be permitted only if the health maintenanggoiza-

nition is adequately described in an attachment that is given tot&h or limited service health ganization can demonstrate that it
enrolleesalong with the policy or certificate. did all of the following:

(2) DISCLOSUREOF EXCLUSIONS, LIMITATIONS AND EXCEPTIONS. 1. Provided the enrollee witthe opportunity to select an
Cleardisclosure of any provision thiits benefits or access to alternateprimary care physician.

servicedn the exclusions, limitations, and exceptions sections of 2. Made a reasonablefaft to assist the enrollee in establish
the policy or certificate. Among the exclusions, limitations a”ding a satisfactory patient—physician relationship.

exceptionshat shall be disclosed are those relating to: 3. Informed the enrollee that he or she may file a grievance
(&) Emegency and gent care. on this matter

(b) Restrictions on the selectioh primary or referral provid (3) PROHIBITED DISENROLLMENT CRITERIA. Notwithstanding

ers. o . . . sub. (2), the health maintenanceganization or limited service
(c) Restrictions orchanging providers during the contrachealthorganization plan may not disenroll an enrollee for reasons
period. relatedto any of the following:

(d) Out-of—pocket costs includingppayments and deduc  (a) The physical or mental condition of the enrollee.

tibles. o (b) The failure of the enrollee to follow a prescribed course of
(e) Any restrictions on coverage for dependents who do n@gatment.

residein the service area. _ (c) The failure of arenrollee to keep appointments or to follow
(3) DiscLosuUREOF MANDATED BENEFITS. Clear disclosure of otheradministrative procedures or requirements.

all benefit mandates outlined inisionsin statutes. (4) ALTERNATIVE COVERAGEFORDISENROLLEDENROLLEES. An
(4) DISCLOSUREOFPROCEDURESAND EMERGENCYCARENOTIFI-  insurer ofering a healtimaintenance ganization plan or limited
CATION. Insurers dring a defined network plan shall do all of theservicehealth oganization plan that has disenrolledenrollee
following in @ manner consistent with s. 609.22, Stats.: for any reason except failure to pay requipeemiums shall make
(a) Provide a description of the procedure for an enrollee asrangementso provide similar alternate insurance coverage
obtainany required referral, including thight to a standing refer theenrollee. In the case of group certificate holdersinthigrance
ral, and notice that any enrollee may request the criteria for tbeverageshall be continued until thefatted enrolledinds his or
standingreferral. her own coverage or until the next opportunity to changarers,

(b) Provide a description of the procedure for any enrollee Ylichevercomesfirst. In the case of an enrollee covered on an
obtaina second opinion frora participating plan provider consis individual basis, coverage shall be continued until the anniversary
tentwith s. 609.22 (5), Stats. dateof the policy or for one yeawhichever is earlier

. X History: Cr. RegisterFebruary2000, No. 530, &f3-1-00; CR 05-059: am. (4
(c) Consistent with s. 609.22 (6), Stats., and s. Ins 9.32 (1) (ﬂégisten)éebruarngOOér No. Goz)ffeg_l_%_ @

aninsurer ofering a defined network plan may requéinerollees
to notify the insurer of emgencyroom usage, butin no case may  |ns 9.40 Required quality assurance and remedial
the insurer ofering adefined network plan require notification 5ction plans. (1) In this section:
lessthan 48 hours afteeceiving services or before it is medically “HEDIS data” thel ts of the Health PI
feasiblefor the enrollee to provide the notice, whichever is lat (al) a af means theiemen sf_o e ﬁa _ anl
An insurer ofering a defined network plan may impose no greateg? oyerData andnformation Set as defined by the Nationa
penaltythan assessing a deductible that may not exceed the le m|tteeor.1 Quality Assurance.
of 50% of covered expenses for egeicy treatment or $250.00 _ (b) “Quality assurance” means the measurement and evalua
for failing to comply with emeyency treatment notification tion of the quality and outcomes of medical care provided.
requirements. (2) (a) By April 1, 2000,an insurerwith respect to a defined
_History: Cr. Register February 2000,No. 530, &ff 3-1-00; CR 05-059: am. networkplan that is not a preferred provider plan shall sulamit
(intro.), (4) (intro.) and (c) Register February 2006 No. 602 3f1-06. quality assurance plan consistent with ttegjuirements of s.

i 609.32,Stats., to the commissionexceptas provided in pa(b).

Ins 9.39 Disenroliment. (1) DiscLosure. The health Theinsurers shall submit a quality assurance plan that is eonsis
maintenancerganization or limitedservice health ganization tentwith the requirements of s. 609.32, Statg.April 1 of each
shall clearly disclose in the policy and certificate any cireunsupsequengear The quality assurance plan shall be designed to
stancesunder which the health maintenancgantization or lim  reasonablyassure that health care services provided to enrollees
ited service health ganization may disenroll an enrollee. of the defined network plan meet the quality of care standarels con

(2) ENROLLEE DISENROLLMENT CRITERIA. Except as provided sistentwith prevailing standards of medical practineghe com
in s. 632.897, Stats., the health maintenangarszation or lim  munity. The quality assurance plan shall documentpiteee
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dures used ttrain employees of the defined network plan in the (b) Include a brief summary of its quality assurance plan and
content of the quality assurance plan. a statemenof patient rights and responsibilities with respect to the

(b) Insurers déring a defined network plan that is not also &lanin its certificate of coverage or enroliment materials.
preferredprovider plan or health maintenancgamization plan (8) BeginningApril 1, 2000, an insurer fd#ring any defined
shallsubmit a quality assurance plan consistetit the require  network plan shall submit an annual certification for each plan
mentsof par (a) and s. 609.32, Stats., to the commissioner jth the commissioner no later than April 1 of each y&de cer
April 1, 2007, and April 1 of each subsequent year tification shall assert the type of plan and be signed by fareof

(3) Insurersoffering a preferred provider plan shetvelop ©f the company OCI shall maintain for public review a current
proceduresfor taking efective and timely remedial action to"sifl,otf heilti;ber:ef':ltflanséb g(?t'\?gg;'ozi?sbf’ggp; 05-050: am. (2

3 i H H H Istory: I. Registerrepruar: , NO. y —1-00; — am. ,
addressssues arising from quality problems including access tgy "G ") “7)"ad (&), 1(1) (o) Register February 2006 No. 607, 8¢1-06:
andcontinuity of care from, participating primary care providerseprinted to restore dropped copy in (3), Register September 2006 No. 609
Theremedial action plan shall at least contain all of the following:

(a) Designation of a senior-level dtakrson responsible for  Ins 9.41  Right of the commissioner to request ~ OCI
the oversight of the insurerremedial action plan. complaints be handled as grievances.  An insurer diering

(b) A written plan for the oversight of any functions delegategde‘c'”Ed network or limited scope plan shall treat and process an
to other contracted entities. Cl complaintas a grievance at the request of the commissioner

(c) A procedure for the periodic review of services related ggl;g?ar}wnragil]oenﬁrsnvrlgrprowde a written description of @€l

clinical protocols and utilization management performedh®y g1y cR 05-059: crRegister February 2006 No. 602, 81-06.
insureroffering a preferred provider plan or by another contracted

entity. o ] ] ) Ins 9.42 Compliance program requirements. (1) All
(d) Periodic and regulaeview of grievances, complaints andnsurersoffering a defined network or limited scope plkaxcept
OCI complaints. to the extent otherwise exempted under this chapter or by statute,
(e) A written plan for maintaining the confidentiality of pro areresponsible for compliance with €09.22, 609.24, 609.30,
tectedinformation. 609.32,609.34, 609.36, and 632.83, Staapplicable sections of
(f) Documentation of timely correction of accesand conti  this subchapter and other applicable sections including but not

nuity of care issues identified in the plan. Documentasioall limited to s. Ins 9.07. Insurersfefing a defined network plan or
includeall of the following: limited scope plan, to the extent they are required to comply with

. . . thoseprovisions, shall establish a compliance program and proce
_ 1. The date of awareness that an issue exists for which & ref|Ges'to verify compliance. Nothing in this section shégicathe
dial action plan shall be initiated. “availability of the privilege established under s. 146.38, Stats.

2. The type of issue that is the focus of the remedial action (2) Theinsurers shall establish and oper@ompliance pro
plan. _ _ gramthat provides reasonable assurance that:
3. The persormr persons responsible for developing and-man (@) The insurer is in compliance with ss. 609.22, 609.24,

agingthe remedial action plan. o 609.30,609.32, 609.34, 609.36, 632.83, and 632.83, Sthts..
4. The remedial action plan utilized in each situation.  subchapteand other applicable sections including not limited
5. The outcome of the remedial action plan. tos. Ins 9.07.

6. The established time frame for re-evaluation of the issue(b) Any violations of ss. 609.22, 609.24, 609.30, 609.32,
to ensure resolution and compliance with the remedial action pl&9.34,609.36, and 632.83, Stats., this subchapter or any applica

(4) All insurers dering a defined network plan, other than Jle sections including but not limited to s. Ins 9.07 are detected
preferredprovider plan, shall establish amdaintain a quality 2ndtimely corrections are taken by the insurer
assuranceommittee and a written policy governing the activities (3) The insurets compliance program shall includegular
of the quality assurance committee that assigrise committee internalaudits, including regular audits of any contractors of sub
responsibilityand authorityfor the quality assurance program_contraCtOI'SNhO perform functions relating to compliance with ss.
All complaints, OCI complaints, appeals and grievances relati@?.22, 609.24, 609.30, 609.32, 609.34, 609.36, and 632.83,

to quality of care shall be reviewed by the quality assurance cofats. this subchapter or any applicable sectiootuding but not
mittee. limited to s. Ins 9.07.

(5) BeginningJune 1, 2002, every health maintenangmor ~ (4) An insurer that materially relies upon another party to
nizationshall submit the HEDIS data, or other standardized degafy out functionsunderss. 609.22, 609.24, 609.30, 609.32,
setappropriate for health maintenanceantizations designated 609.34,609.36, and 632.83, Stats., this subchapter or any applica
by the commissioneffor the previous calendar year to tem  Ple sections including but not limited to s. Ins 9.07, shall do all of
missionemo later than June 15 or the HEDIS submission deadliff following:
establishedby the national committee for quality assuran€e (@) Contractually require the other party to carry out those
eachyear functionsin compliance with ss. 609.22, 609.24, 609.30, 609.32,

(6) BeginningJune 1, 2008, every insurefaring adefined 609.34,609.36,and 632.83, Stats,, this subchapter and other
networkplan other than a health maintenanegaaization or pre applicablesections including but not limited to s. Ins 9.07.
ferredprovider plan, shall submit the standardized data set-desig (b) Enforce the contractual provisions required under(par
natedby the commissioner and appropriate to the specific plan (c) Includein the insures compliance program provisions to
type for the previous calendar year to t@mmissioner no later monitor, superviseand audit the performance of the other party in
thanJune 15 of each year carryingout the functions.

(7) No later than April 1, 2001, witrespect to an insurerfef- (d) Maintain management reports and records reasonably nec
ing a defined network plan that is a health maintenarg@niza- essaryto monitor supervise and audit the other pastperfor
tion plan, and by April 1, 2008, for insurerdasfng a defined net mance.
work plan that is not also a preferred provider plan or health () |nclude and enforce contractual provisions requiring the
maintenancerganization plan, shall do all of the following:  otherparty to give the dite access to documentation demonstrat

(a) Include a summary of its quality assurance plan in its mang compliance with ss. 609.22, 609.509.30, 609.32, 609.34,
keting materials. 609.36,and632.83, Stats., this subchapter and other applicable
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sectiongncluding but notimited to s. Ins 9.07 within 15 days of  (d) Utilization management procedures and policies.

receiptof notice. _ _ _ N (e) Minutes from any committee, physician association, or
~ () Regularly audit compliance with contraptovisions boardof directors meeting pertaining to quality assurance, utiliza
including audits of internal working papers and reports. tion management, and credentialing.

(5) Theinsurer shall maintaiall of the following items in its (7) An insurerthat complies with subs. (1) to (5), may permit
records: anotherparty to maintain any record required under sub. (6), but
(&) Any audits, and associated work papers of audits, camly if both of the following requirements are met:

ductedduring the period of review relating to the business and ser (a) The insurer includes and enforces the contractual provision
vice operation of the insurerfefing a defined network dimited  Jescribedn sub. (4) (e).

scopeplan. b) The insurer produces any required record within 15 days
(b) All provider directoriesand provider manuals for the aftér%he ofice requgsts the reco)r/d. q y

periodof review The directory shall include, as an addendum, a

; ; ; : : : 4o (8) An insurer shall maintain all of the following documents
Ir:ztw(?/gerlll(liﬁrt?]\gdreervsiet\fllvaég:iscf;i;SOCIated with the insurer or provid ratrelate to a silent provider network and shall make theait

. . . ableat the request of the commissioner:
(c) A sample copy ofthe provider agreement, including those j . . .
(@) Providerand provider network agreements, including

with a provider network, for each provider category includin ‘ . )

hospital,physician, medical clinic, pharmaayental health ser gdde”da_ddfessmg reimbursement and discounts.

vices and chiropractor ~ (b) Alisting of providersparticipating in additional group or
(d) Copies of contracts for management services, data m#iflividual discount contracts with the insurer

agementand processing, marketing, administrative services and(c) Policy form numbers of thosesurance products with

casemanagement. silentdiscounts and associated marketing materials.

(e) A sample copy of each certificate form for the period of (d) Claims administration guidelines for processing discounts
reviewincluding a copy of sample enroliment forms. including silent discounts.

(6) Exceptas permitted under sub. (7), an insurer shall main (e) Detailed documentation and explanatifrelaim system
tain a complete record of the following: datafields and codes that identify silent discounts, other discount

(a) An access plan developed in accordance with s. Ins 9.32¢a)culations,usual and customary calculations, and billed and
ands. 609.22, Stats., requirements. paid amounts.

(b) A quality assurance plan developed in accordance with s.(9) An insurer ofering a preferred provider plan that is not
Ins 9.40 and s. 609.32, Stats., requirements including meansalsoa defined network plan shall comply with this sectiotht®
identification, evaluation and correction of qualigssurance extentapplicable.

problems. History: Cr. RegisterFebruary2000, No. 530, &f3-1-00;corrections in (1) to

ol [ s i(4)made under s. 13.93 (2m) (b) 7., Stats., Register November 2001 N@R551;
(c) Credentialing policies and procedures and a credentialifl o5.2m. (1) to (3). (2) (a) and (6}, (5) (3), and (6) (a}@rRegister February

plan. 2006 No. 602, éf3-1-06.
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